presence or absence of specific stresses in the adolescent would also contribute. Examining already existing data in a precoded assessment form, we compared 146 depressed patients with 82 nondepressed patients. The following factors were linked significantly with depression and were in line with our predictions (Table 1) .
As for the quality of the affectional bonds that existed between parents and adolescents, we hypothesized that with depressed adolescents dependency as well as attempts to detach would be greater and, therefore, we would expect ambivalence towards parents to be increased. The figures we obtained confirmed such a prediction (Table 2) .
Seven reasons why antidepressant drugs had limited relevance to depression in adolescence were presented. The central reason was that the prescription of drugs facilitates dependency on authority figures at the very time that adolescents should be struggling for independence. The reason why the concept of depressive equivalents ought to be abandoned was described. The paper concluded with a brief comment on how family therapy and group therapy (the therapeutic use of peer group relations) have a greater relevance in the treatment of depression. REFERENCES Bowlby J (1960) Psychoanalytic Study ofthe Child 15, 9-52 (1963) Journal ofAmerican Psychoanalytic Association 11, 500 Dr Philip Boyd (Simmons House, St Luke's-Woodside Hospital, Woodside Avenue, London N10 3HU)
Problems and Treatment of Drug Abuse in Adolescence
It is difficult to assess the overall dimensions of drug taking by young people. The Home Office (1974) statistics on opioid addiction (including the very small proportion of cocaine takers) show a rough trend which is probably encouraging. From 1959 From until 1968 when the special treatment centres started there had been a steady and rapid increase from 454 to 2782. Since 1968 this figure has only very slightly increased to 3025 in 1973.
For the teenager the corresponding figures have been from 0 in 1959 to 764 in 1968, which then represented 27% of the total of all ages. Since 1968, however, the teenage figure has steadily and impressively decreased to 253 in 1973, that is, 8 % of the total.
Voluntary social agencies report a marked falling off in the last few years in the numbers of young people seeking assistance for heroin and methadone addiction, and the serious trend today is in alcohol and the barbiturates.
Because there are no statutory requirements to notify drug addicts other than those taking opioids and cocaine, there are no consistent or reliable measurements of other forms of drug taking. The BBC (Midweek) Survey (1973) revealed some startling figures. It claimed that there were over 3.8 million people in the United Kingdom who had used cannabis; 657 500 who had used LSD; just under 1.3 million people who had used amphetamines, and 582 000 who had used hypnotics, both the last two without doctors' prescriptions. However, this survey was conducted through the electoral register and therefore excluded those under 18 years of age.
The only statistical trends that may throw light on the adolescent position are those concerned with statutory drug offences and the pattern of teenage offences connected with drunkenness. As far as offences involving drugs controlled by the Misuse of Drugs Act 1971 and previous Acts (see Press Notices 1969-74, Home Office, London) , it appears that the number of persons convicted has risen consistently and has doubled from 6911 in 1969 to 14 688 in 1973. Approximately half of all these cases are young people aged 20 and under. By far the greatest number of convictions has been for cannabis (amounting, in 1973, to 14 119 out of a total of 22 860). Amphetamines and LSD convictions each separately continue to outnumber those for the opioid group of drugs.
Looking at the pattern of offences connected with drunkenness (Home Office 1973) (other than those related to the Road Traffic Act), we find that in England and Wales in the last eight years there has been a consistent trend upwards in the number of offences for all age groups, from 70 499 in 1966 to 99 274 in 1973, an increase of approximately 34%. In the age group 20 and under, the figure has also risen consistently from 9974 in 1966 to 18 378 in 1973, an increase of approximately 84%. In 1966, 14% of all offences in the total group were committed by those aged 20 and under, while in 1973 it was 18.5%. Over the same period the proportion of these aged 17 and under within the group under the age of 21 has risen from 19 % to 26 %.
Anyone working with the adolescent in London is aware of the corruption of many young people occurring openly in numerous public houses where entertainment and extended licensing hours are frequently offered together with a rich panoply of hard and soft drinks, and hard and soft drugs, to even 14-and 15-year-old children.
The one very important area in which no measurement at all is possible is the abuse of barbiturates and similar sedatives and hypnotics, because there are no statutory regulations under the Act covering the prescribing of this group of' drugs.
The coordinator of the Standing Conference on Drug Abuse, Bob Searchfield (1974), summed up the picture in the following words:
'Since 1969 workers in this field have been pointing out the growing problems ofbarbiturate misuse among young drug takers, calling for more effective controls over the widespread availability ofthis most dangerous drug, and for the setting up of facilities such as a Crisis Centre to deal with the inevitable casualties . . . It is now hard to disguise our frustration and anger at the lack of progress... Some members of the medical profession still continue their irresponsible prescribing and the much heralded Crisis Centre has as yet failed to materialise.' At one London Teaching Hospital Casualty Department (D J Williams 1974, personal communication) in the course of January this year there were 59 addict attendances for drug overdose. Of this group 25 were for Tuinal alone, and a further 16 were for combinations of drugs including barbiturates or similar sedatives.
In 1973 Forrest & Tarala reviewed 252 consecutive cases of drug abuse, in which drugs were taken for kicks only, admitted to the Regional Poisoning Treatment Centre, Edinburgh, during 1971 and 1972; 55% of these were teenagers and 14% were under the age of 16. The repetition rate for the group was 16 %. Barbiturates accounted for 35% of all the cases, and Mandrax 16% (a total of 51 %). LSD accounted for 21 %, amphetamines 10% and opiates 6%. Approximately one third of the barbiturate users were taking the drug intravenouslythe most popular barbiturate was Tuinal, and alcohol was taken in conjunction in 35 % of cases. These authors remark that they were struck by the number of occasions on which unkempt long-haired youths asked for and were given barbiturates as night sedation by general practitioners to whom they presented as 'visitors'.
At a London social project to help homeless and drifting young people (the Blenheim project, personal communication) approximately 25 % of their referrals have a barbiturate habit and in the past year they have had 15 deaths from barbiturate overdose. This project has had to close its day centre because of the mounting fighting, drug dealing and disruption caused by the overwhelming numbers of barbiturate users. Significantly, Searchfield (1974) points out that the misuse of barbiturates on the drug scene cannot be divorced from the wider use and misuse of such substances in society as a whole.
The Treatment Situation
The following remarks are largely based on experience gained over the last six years at the Adolescent Drug Unit at St Luke's-Woodside Hospital. This unit was originally designed for the treatment of adolescent opioid addicts both as outpatients and as inpatients but in the last two years the young poly-drug abuser has been accepted as well.
Nearly all adolescents are very reluctant to come to adults for professional help. Those secretly using drugs add a special fear and guilt to their natural timidity. At the same time they compensate with a magical and omnipotent fantasy that they will not be burnt by the fire with which they are playing. Moreover, since drug taking is one part of the powerful social process of adolescent cryptic rebellion, the need to perpetuate the enterprise clandestinely is very strong.
For these and other reasons, the incubation period of overt addiction and subsequent social breakdown among such young people is malignantly prolonged; and the problems and conflicts which already underlie the vulnerable youngster are extended and reinforced by the secret snare and delusion of the drug scene. Usually it is a major crisis, often of a legal kind, which creates the opening and opportunity for professional help. But this is often very late in the day and the original problems have been seriously compounded by such factors as consistent deception, family disruption, school drop out, job instability, deviant behaviour and criminal offences. In some cases the adolescent has destroyed his ties with the family and entered a world of almost irretrievable isolation.
Diagnosis and assessment present a major problem. The difficult concept of addiction itself has to be considered not only in terms of organic and quantitative factors but also in terms of the much more subtle one of psychological dependence. It is important to understand that the powerful compulsive aspect of psychological addiction can present before the habit has become a daily one in the life of the youngster. The moral as well as the practical decisions for the doctor have grave implications in this situation and these are not made any easier when a clear protocol exists for prescribing opioids, and does not exist for prescribing other drugs. The problems presented by the intravenous barbiturate user, who injects drugs not manufactured for this purpose, can well be imagined.
With the opioid addict an important reason for prescribing is to bring order out of chaos as a first step in treatment and rehabilitation. To delay legal prescription until he has become a deeply entrenched addict under far less propitious circumstances might well be undesirable, and an opportunity for early treatment might be lost. What has to be assessed here is the committed purpose of the youngster as to what he intends to do with drugs. with or without professional help. To this must be added the concept of the national policy of providing opioids to prevent a black market, and to remove the stigma and burden of criminality.
The psychosocial problems of the opioid addict can perhaps wait until his attachment to the clinic has been consolidated as a result of his weekly attendances, which are mandatory to his prescription. With poly-drug abusers and the barbiturate addict, however, this attachment is often very difficult to establish, since no prescriptions are offered and the youngster quickly defaults. It is wise not to despise a court order of attendance in these cases, if it appears to have a chance of successfully engaging the adolescent in useful dialogue.
Outpatient care involves the family, local authorities, social agencies, probation services, courts, schools, youth employment services, hostels &c. Team work and immense patience are required as long-term treatment extending beyond the adolescent period is often necessary. On the outpatient side it is unwise to press for a premature withdrawal of the opioid. There is nothing to be gained by repeated failures, and a good deal to lose.
The whole treatment situation may be seen as a joint enterprise between doctor and patient in which the restitution of human relationship begins with the mutual relationship between doctor and youth. The art of psychotherapy lies in carefully timing interpretations to coincide with the youngster's behavioural and emotional receptivity, as he is easily bewildered and frightened. The therapist must be extremely painstaking, highly supportive, flexible in his practice and prepared to intervene actively. It is, however, by no means easy for him to strike the appropriate balance between the two therapeutic requirements of availability and flexibility in crisis situations and the setting of limits and controls.
There are, of course, many other problems in treating the adolescent outpatient. He usually remains in an infectious environment. He is nearly always unresponsive to efforts to help him integrate with conforming youngsters of his own age. He usually lives far away from the clinic. Owing to his collusive and seditious tendencies group treatment situations can be rapidly undermined by the collective and mutually destructive force that seems almost inevitably to be catalysed. As a result he is best dealt with individually and as far as possible dissociated from coteries of temptation.
The inpatient setting at St Luke's-Woodside is a small, open and voluntary community. As such it can hope to help only those youngsters who show some promise and capacity of living within a structure based on moral constraint instead of on custodial force. There are many youngsters whose character disorder is such that they could not be treated as inpatients in these circumstances. The lack of suitable facilities for such adolescents is to be deprecated. Many of them eventually have to be sent to Borstals and Detention Centres. There is no provision in the Mental Health Act for the protective custody of drug abusers; only when they break the law or are placed in care does custody become possible, and then it is far from ideal.
The purpose of inpatient care is to work more intensively with a youngster when outpatient care is clearly insufficient. In earlier years, when only the opioid addict was accepted for treatment, the practice was to continue giving the drug by intramuscular injection or by mouth until such a time as the patient, after exploring his conflicts and feelings, accepted a trial of gradual withdrawal. With the admission of poly-drug abusers, a new policy had to be considered, and only those opioid addicts were accepted who were prepared on admission to give up the needle immediately and withdraw their drug within four weeks, under total restriction. Most of the therapeutic features of this setting are similar to those of other adolescent units. However, a few special points should be made. Adequate control is of course an essential element in treating such youngsters. Without it no treatment is possible. In an open setting such as this it is difficult to establish and youngsters will seek both to resolve their problems and express their hostility to the unit by corporate means. Thus they easily develop a subculture in opposition to the value system of the staff. The essence of this is usually drugor alcohol-orientated.
Discipline can be seen by the youngster in either a positive or a negative way. If its meaning can be understood by working it through in the group so that the patients themselves establish its need, it will result in the greater maturity of the group. Only the experience of their own behaviour being constantly reflected back and interpreted to both the individual and the group makes progress possible in this situation. The task for the youngster is then to understand that acceptance is not enough; he has also to discover the secret of reciprocal human relationships.
The question of controls poses many problems for staff, where reactions to provocative and challenging behaviour can easily swing to extremes, and even result in the same despair that afflicts the patients themselves. Obviously mutual communication, support and understanding between members of the staff will diminish this vulnerability. One constant pitfall is that these patients make their progress in fits and starts, and at times appear relatively normal. It is thus easy for staff on such occasions to forget the fact that the youngster is deeply disturbed, and to see the maladjusted behaviour, when it arises, only as a wilful act. Another pitfall is to mistake all aggressive or strange and novel behaviour as necessarily unconstructive; and it is essential for staff to be able to understand and tolerate the fresh growing pains of the adolescent in this special setting, as he tries out new roles and new postures or temporarily returns to old ones.
The only workable sanctions which can be employed are restrictions to the unit, disciplinary leave and discharge. The system of restrictions on the whole works fairly well, but disciplinary leaves are occasionally necessary. They seem to be an important factor in the overall pattern of treatment, providing the youngster with an ability to make a further choice and commitment after revisiting the world outside. Of course they can involve the risk of losing the patient to his former associations.
It is rather like the game of snakes and ladders. One of the difficulties of this game is that the rewards in it are far less immediately tangible than the punishments, and they require far more effort and application. The essential reward must lie in the field of human relationships. In the past the drug addict has undoubtedly suffered great impairment in this respect. The drug has indeed replaced human relationships. A vital feature of the therapeutic task is therefore the constructive experience of re-establishing and sustaining relationships.
Perhaps the ultimate secret in the treatment of the drug addicted youngster lies in the capacity of both adult and youngster to be important to each other, both as individuals and in the total group setting. In some ways this is harder for staff than for patient, because the adult naturally has many other personal commitments and loyalties which may distract him from this special commitment. On the other hand the youngster is as deeply suspicious of adult overtures as he is of rejections. The art of tempering and blending the emotive and intellectual aspects of love is undoubtedly the most important talent for staff to possess and to develop. It is easier to achieve relationship on a one-to-one rather than on a group basis, but both are equally important, and the latter is vital to the eventual rehabilitation of the youngster in the world outside.
Certain other points can be briefly summarized. It is unprofitable in this setting to accept a youngster against his will; admission can only be effective if he wishes to come in for his own sake. Short-term stay is not usually satisfactory, and the general approach must provide the youngster with a 'therapeutic opportunity'. It has not yet been possible to admit both addicted boys and girls. The character disorder of most addicted girls has appeared much more severe than that of boys and close relationships between the two have almost invariably been morbidly codestructive. The challenge of handling the antisocial manipulative tendencies of these youngsters is already formidable and to compound this with the problems of neurotic and highly seductive sexual behaviour, combined with the problems of intimate clandestine relationships at this stage of treatment, has seemed too daunting. Male adolescent patients at the clinic outnumber female by 7 to 1.
Most youngsters present with the paradox of deeply resenting authority yet profoundly needing structure and discipline with which to re-establish their lives. A compromise between liberalism and social structure has therefore to be offered. A set activity programme is provided alongside the therapeutic programme of community meetings, group and individual therapy, together with a good deal of basic freedom in the social setting.
Family Disturbance
It is always difficult to judge the extent of cause and effect in the relationship between drug taking and family disturbance. The fact that drug taking is a major symptom of adolescent disturbance reflects in part the underlying confusion and conflicts of the parents which normally occur at this stage of their life when the adolescent poses many challenges to them. It is, of course, the vulnerable family which reacts adversely or fails to react appropriately.
By the time the youngster declares his need for help the whole fabric of family life may have become so worn and distorted that fatigue, frustration and despair may have masked both the strengths of the family and also the earlier pathology. The behaviour of drug taking is so openly and tangibly destructive that the deeper problems are submerged. The parents condemn and scapegoat their child, not realizing that he is often expressing their own problems and the predisposing defective patterns of their family life. In most of these families it is evident that confused, devious and manipulative patterns of behaviour exist in place of clear, honest and open relationships.
The work that is needed with these families entails individual or joint parental visits and family therapy in some cases, as well as much overall support. Most of these families are highly defended against underlying guilt and it is usually hazardous to work in an interpretative way. It is better to offer a straightforward alliance and a relationship in which they feel free to explore their feelings not only about their children but also about each other, and indeed about the whole new developing treatment situation.
Personality and Behaviour
Patterns Details of the varied and complex psychopathology of the committed adolescent drug addict cannot be described in this paper, but certain recurring personality and behaviour patterns are briefly noted. There are many underlying psychoneurotic elements, with anxiety and phobic features frequently present. Very few of these cases can be considered either psychotic or psychopathic. There is, however, a profound social isolation in which, even within their own subculture, self-concern, self-determination and personal hedonism massively prevail. Yet close to the surface there is tremendous guilt accompanied by intense self-criticism and awareness of emptiness, ineffectiveness and failure. There are great problems of distrust in authority with strong underlying paranoid ideas towards adults. Sibling or displaced sibling rivalry is salient in group situations.
Two particular factors stand out especially. The first has to do with the problem of adolescent identity. The great majority of these adolescents are excessively sensitive and finely drawn. It seems extremely difficult for the youngster to find a satisfactory intrapsychic resolution to the conflict of his sexuality. The boy is stranded between the Scylla and Charybdis of his sexual identity, unable to make a fundamental choice between the female within and the female without. The posture he adopts is overtly heterosexual but his cryptic behaviour with drugs seems to negate this. In particular the whole act of self-injection, and the flooding of well-being that this engenders, seems to symbolize and displace the unconscious choice which, however, remains unacceptable. For the girl the problem has a similar obverse meaning and the drug abuse has the same quality as the unrestrained promiscuity, which often accompanies it.
If this factor could be called the 'flirtation with life', the second could be called the 'flirtation with death'. For these youngsters death seems never far away. They are haunted by depression, the pain of which is intolerable, and death often seems preferable.
Conclusion
In this field it is difficult to get an accurate measure of success. As Simmons House is only one of many variables that in the course of time have had an effect on these young people, it is hard to assess the part it has played. In addition it is difficult to contact many of the patients who have ceased to attend. However, opioid addiction is notifiable, and all registered addicts currently being prescribed an opioid can be traced through the Home Office. It is unlikely that opioid addicts previously registered and treated at Simmons House would subsequently change their status for no good reason and instead depend on the black market. So it can be assumed that if their names do not appear on the list and they cannot be contacted through various channels, they are probably no longer taking opioids. It is also unlikely that they would turn to alternative drugs when the opioids could be available to them. These, together with all those cases with whom there is still contact, form the rough estimate of those assessed as not taking opioids and probably not taking other dangerous drugs.
The following broad facts, therefore, present over the period April 1968-September 1974. Out of over 500 applications of all kinds, a total of 154 adolescents were assessed and registered as addicted to heroin or methadone, and were accepted for treatment, 149 of whom were prescribed opioid drugs, usually methadone. Out of the cohort of 154, 70 (i.e. 45 %) were subsequently assessed as not taking opioids and not in custody; 4 (3%) were currently not taking opioids but were in custody; 6 (4%) had died and 74 (48%) were known to be taking opioids. Thirty were currently attending Simmons House for treatment. No reliable figures are presently available for young people who have suffered from other patterns of drug abuse.
